Objective-This report presents national estimates of the percentage and number of persons in the U
Overview
This report is intended to provide reliable national estimates of some basic statistics on certain types of sexual and drug use behavior, in order to estimate the size and characteristics of populations at elevated risk for acquiring or transmitting human immunodeficiency virus or HIV, the virus that causes acquired immunodeficiency syndrome (AIDS). The approach follows previous survey analyses in classifying persons by whether they report behaviors that have been found to be closely linked to transmission of HIV in epidemiologic studies (1, 2) . The data used for this report are from the National Survey of Family Growth (NSFG) conducted in 2002, the sixth in a series of national reproductive health surveys that have been conducted since 1973. The survey was based on in-person interviews conducted between March 2002 and March 2003 in the homes of 12,571 people (4,928 men and 7,643 women) 15-44 years of age in the household population of the United States. The response rate for the survey was 79 percent. The demographic characteristics used in this report were collected by an interviewer, but the measures of drug and sexual behavior reported here were collected in the self-administered portion of the Cycle 6 NSFG survey in which respondents read the questions (or heard them through headphones) and entered their own answers into a laptop computer, thus ensuring their privacy. Tables A-D are  summary tables embedded within the  text, and Tables 1-10 , which provide greater detail on these topics, are shown at the end of the text.
Highlights
+ Among males and females 15-44 years of age, 8.9 percent were at risk of HIV because of their sexual behavior in the last 12 months. As defined for this report, persons at ''behavioral risk of HIV'' include those who had five or more oppositesex partners in the last year, persons who had sex with an injecting drug user, persons who had sex with an HIV-infected person, those who exchanged sex for money or drugs, men who had sex with other men, and women who had sex with a man who has sex with men (Table A) . + Drug-related risk in the past year (illicit drug injection or use of crack cocaine) put 1.5 percent at risk of HIV, and together sexual or drug risk in the past year was reported by 9.9 percent of persons 15-44 years of age. In total, 11.9 percent were estimated to be at increased risk for HIV by having reported sexual or drug-related risk behavior or having reported treatment for a sexually transmitted disease (STD) in the past year. This results in an estimate of 14.4 million persons at increased risk of HIV in the age group 15-44 (Table A) . + Males reported higher proportions at risk than females. For example, 13.0 percent of males 15-44 were estimated to be at risk through reported sexual behavior or drug use or having been treated for an STD compared with 10.8 percent of females ( Figure 1 ). + The overall measure of risk through behavior or STD was higher for Americans (20.4 percent) were more those in the central cities of the 12 likely to be at risk than non-Hispanic largest metropolitan areas white persons (9.7 percent); persons (15.8 percent) compared with rural without a high school diploma or residents (9.1 percent) ( Table 3 ). GED (15.8 percent) compared with + Drug-related risk was strongly related college graduates (8.4 percent), those to sexual risk behavior: Among those below 150 percent of the poverty who injected drugs or used crack level (16.7 percent) compared with cocaine, 31.3 percent reported sexual persons at 400 percent of the poverty risk behavior compared with level or higher (10.0 percent), and 8.5 percent of others (Table B) .
certain sociodemographic categories 
Introduction
Prevention of HIV infection is a national health priority, and it has been recognized that accurate populationbased measurement of behaviors that put persons at risk for acquiring or transmitting HIV is an essential part of tracking the epidemic and developing successful prevention efforts (3). The use of national surveys to produce estimates of the prevalence of behaviors linked to HIV transmission has a relatively long history (1,2, 4-10), but there are few ongoing, large-scale surveys collecting data on a range of specific drug and sex-related behaviors. The National Survey of Family Growth has a number of advantages for producing estimates of this type. It has a long record of collecting sensitive reproductive-related information. In comparison to other national health surveys, it collects considerably more detailed information on risk behaviors related to HIV, it includes both drug and sexual behaviors related to HIV risk, and it uses data collection methods that enhance the degree of privacy for respondents in answering questions on these sensitive topics.
The objectives of this report are to use the data collected in the NSFG Cycle 6 to:
+ Determine the number and percentage of individuals age 15-44 years who are at increased risk for HIV because of various sexual and drug-related behaviors that were reported on the survey + Determine the demographic and other characteristics that are associated with HIV risk + Determine the prevalence of preventive behaviors (HIV testing and condom use) for these populations + Compare estimates of the size of HIV risk categories with estimates from other national surveys
Methods

Measuring HIV risk
The risk categories used in this report are based on known HIV transmission routes and epidemiologic studies. The behaviors used here to define increased risk are based on the HIV/AIDS Reporting System (HARS), which defines a route of transmission for each case of HIV and AIDS (11). HARS defines transmission in terms of broad categories (male-to-male sexual contact, injection drug use, heterosexual contact) and not specific acts; the HARS procedure has been followed in this report. This method of defining persons at increased risk for HIV has been used in previous analytic studies that make use of self-reported survey data (1,2).
In 2003, 45 percent of new cases of HIV and AIDS reported to CDC were to men who had sex with men (MSM), 19 percent to injecting drug users, and 34 percent were accounted for by heterosexual contact. Based on this, injecting drug use and male-to-male sex in the previous year have been used to define respondents as being at increased HIV risk. Regarding drug use, users of crack cocaine have also been classified as being at increased risk. Unlike drug injection, crack use does not provide a direct route for HIV transmission but it is widely considered an HIV risk factor because of its strong association with high-risk sexual behavior and other drug use and its consistent linkage to HIV infection in epidemiologic studies (12-21). Persons with five or more heterosexual sex partners in the past year were defined as at increased risk because of findings that larger numbers of sex partners tend to be associated with greater risk for sexually transmitted infections (22) (23) (24) (25) . Also considered to be at risk are persons who had any high-risk sex partner in the past year; this includes women who had male sex partners who had sex with other men, persons having sex with an injecting drug user (IDU), persons having an HIV-positive sex partner, and those who exchanged sex for drugs or money during the past year (26, 27) . A final category of risk is reporting past year treatment for an STD. The specific wording of the questions used to define these items is shown in the ''Technical Notes. '' In addition to drug-and sex-related HIV risk behaviors, measures of HIV preventive behavior have been defined. HIV testing is an important part of HIV prevention strategies, which seek to identify infected persons in order to provide appropriate treatment and prevention services (28). A measure of HIV testing was defined that includes the percentage who had ever received an HIV test other than those conducted automatically as part of blood donation (29). Condom use, for those who had been sexually active in the year before interview, was measured as the percentage reporting use during the last time they had had vaginal intercourse or (for males only) during the last episode of male-to-male oral or anal sex for males who reported that behavior. Males who reported sex with both females and males were categorized as condom users if they reported use during their most recent sex with either a male or a female.
Data
NSFG has been conducted six times by NCHS: in 1973 NCHS: in , 1976 NCHS: in , 1982 NCHS: in , 1988 NCHS: in , 1995 NCHS: in , and 2002 . The NSFG conducted in 2002, the sixth in the series, is referred to as Cycle 6. In 1973-95, the interviews were done with national samples of women 15-44 years of age. In Cycle 6, the national sample included both women and men 15-44 years of age.
Each time, the interviews have been conducted in person by trained female interviewers in the selected persons' homes. In Cycle 6, the sample was a nationally representative multistage area probability sample drawn from 121 areas across the United States. Large areas (counties and cities) were chosen first; within each large area or ''primary sampling unit,'' groups of adjacent blocks, called segments, were chosen at random. Within segments, addresses were listed and some addresses were selected at random. The selected addresses were visited in person, and a short ''screener'' interview was conducted to see if anyone 15-44 years of age lived there. If so, one person was chosen at random for the interview and was offered a chance to participate. To protect the respondent's privacy, only one person was interviewed in each selected household. In Cycle 6, teenagers and black and Hispanic adults were sampled at higher rates than others.
All respondents were given written and oral information about the survey and were informed that participation was voluntary. Adult respondents 18-44 years of age were asked to sign a consent form but were not required to do so. For minors 15-17 years of age, signed consent was required first from a parent or guardian, and then signed assent was required from the minor. Respondents were guaranteed that the confidentiality of their information would be protected. The response rate for the survey was 79 percent-80 percent for women and 78 percent for men. 
Strengths and limitations of the data
The data in this report are primarily from Cycle 6 of the NSFG, which has a number of strengths for studying sexual behavior in the U.S. population:
+ The NSFG has a rigorous probability sampling design, which allows the estimates to be generalized to the national household population. + The response rate for the NSFG was 79 percent, which is considered high, and suggests that the data for most statistics can be generalized to the household population with confidence. + Questions asked on the NSFG have undergone intensive testing and review in an effort to make them understandable to persons participating in the survey. + Sensitive questions on sexual behavior, reproductive health, or substance use were collected using ACASI methods, which have been found to yield more complete reporting of sensitive behaviors, and to avoid the large amounts of missing data often found on paper-and-pencil self-administered questionnaires (31, 32 The statistical significance of bivariate associations has been evaluated using global Chi-square tests, testing the null hypothesis that the percentages in all the categories of a variable are equal. A significant test indicates that the categories being compared are not all equal, at the 0.05 level, and therefore, there is significant variation by that variable. Whereas the global Chi-square has been used throughout the report, in the text when two subgroups are contrasted, the statistical significance between the two subgroups has been assessed.
All estimates are based on weighting factors designed to produce unbiased estimates for the U.S. population. SUDAAN, release 9, software was used to adjust estimates and statistical tests for the complex sample design (34).
Comparative survey data
NSFG data on HIV risk were compared with data from four other national surveys. NSFG estimates of drug use behavior were compared with data on illegal drug injection and crack cocaine use from the National Survey on Drug Use and Health (NSDUH). NSDUH (formerly titled National Household Survey on Drug Abuse) is an annual national household-based survey conducted in all states that measures the prevalence and correlates of drug use in the United States among persons 12 years and over. Similar to the NSFG, the 2002 NSDUH was conducted using face-to-face interviews with computerassisted interviewing techniques, and the most sensitive drug use items (including those included in this report) were collected using ACASI methods. The total sample size of the 2002 NSDUH was 54,079 (of whom 37,247 were 18-44 years of age), and the overall response rate was estimated to be 79 percent (35) .
Estimates of the number of opposite sex partners and reported male-to-male sex in the past year are compared with estimates from the General Social Survey (GSS). GSS, a national household-based probability sample of U.S. adults aged 18 and over, is designed to collect information on a variety of topics of social importance. GSS began asking questions on HIV-related behavior in 1988 as part of a special self-administered, paper-and pencil section of the interview completed by respondents following the main interviewer-administered interview (36). In recent years, GSS has been conducted in alternating years with samples of about 2,500 respondents. The overall response rates for recent GSS surveys have averaged around 70 percent. The percentages computed from the GSS that are presented here exclude those respondents who did not complete the self-administered questionnaire.
The Table 1 shows the percentages of the population 15-44 years of age who reported each of the detailed risk behaviors for HIV. The following percentages reported behaviors in the past year that put them at risk of HIV: 3.0 percent had STD treatment in the past year; 3.5 percent reported five or more sexual partners; 2.6 percent had a sexual partner who injected illicit drugs; 2.3 percent had sex in exchange for money or drugs; and 0.5 percent reported sex with an HIV-infected person (Table 1) . Among males, 2.7 percent reported sex with another male in the past year and 2.3 percent of females reported sex with a man who had sex with other men. Summary measures of risk from sexual behavior (''sex risk'') and risk from drug use or sexual behavior (''sex or drug risk'') were higher for males (Figure 1 ). For example, 13.0 percent of males reported any sex or drug risk or had been treated for an STD in the past year compared with 10.8 percent of females.
Results
Risk behaviors
The summary risk measures in Table 1 indicate that overall 8.9 percent of persons 15-44 years old reported sexual behavior that increases their risk of HIV and 1.5 percent reported drug use that increases their risk of HIV; 9.9 percent reported either drug or sex behaviors that increased their risk. In the largest risk category, 11.9 percent reported either drug or sex risk or had been treated for an STD in the past year. The estimated number of persons at increased risk was 14.4 million persons aged 15-44, through drug use, sexual behavior, or having been treated for an STD in the past year (Table 1) ; a 95 percent confidence interval for this value would be approximately 13-16 million persons.
As Figure 2 indicates, overall measures of HIV risk vary greatly by race and ethnic group. Among Hispanics, 14.8 percent reported HIV risk behavior or STD treatment in the past year. The percentage at behavioral risk of HIV among non-Hispanic white persons was 9.7 percent and among non-Hispanic black persons, 20.4 percent. This is consistent with findings that Hispanic and non-Hispanic black persons have higher rates of HIV and AIDS cases in disease surveillance data (11).
To clarify the specific risk behaviors that account for these differences by Hispanic origin and race, these behaviors are shown for each of these groups in Table 2 . The percentage at risk of HIV because of sexual behavior was higher for non-Hispanic black persons than for non-Hispanic white persons, in part, because of differences in the proportions who reported having five or more sex partners in the past year and in the proportions who had sex in exchange for money or drugs ( Table 2 ). The percentage among both sexes who reported five or more previous year sex partners was 4.4 percent among Hispanic persons, 2.6 percent among non-Hispanic white persons, and 7.6 percent among non-Hispanic black persons. Reported levels of male-to-male sex were not significantly different among the three major race and observable within gender categories, with risk higher at younger ages, among African Americans, in the lowest income categories, and in the central cities of metropolitan areas. Table 5 shows differences in overall risk separately for the major race and ethnic groups. The percentage at risk is significantly higher for younger persons (15-24 years of age compared with 25-44 years of age) and for those in central cities of metropolitan areas-but only among non-Hispanic white persons, not among non-Hispanic black persons. A different pattern is apparent for nonHispanic black persons, among whom statistically significant differences in risk are not observed by age or metropolitan residence. But black persons who had a bachelor's degree or higher, for example, had 13.5 percent in the at-risk category compared with 29.5 percent for those without a high school diploma or GED. Differences by education were not observed for Hispanic or non-Hispanic white persons. ethnicity categories, nor were measures of drug risk.
As Table 3 shows, measures of HIV risk behavior in the past year are not evenly distributed among major sociodemographic subgroups. Most differences among categories of the measures of sex and drug risk behaviors are statistically significant. Large differences in this measure of risk can be observed for a number of contrasting groups. For example, 16.5 percent of persons 20-24 years of age were at risk compared with 10.7 percent of those over age 30. Among those with less than a high school education, 15.8 percent were at risk compared with 8.4 percent of college graduates. Among those who were below 150 percent of the poverty level, 16.7 percent were at risk compared with 10.0 percent of those at 400 percent of the poverty level or greater. The data in Figure 3 also show that there was a strong association between risk behavior and residence. Among residents of the central cities of the 12 largest metropolitan areas, 15.8 percent were at risk compared with 9.1 percent of those in rural, nonmetropolitan areas. Finally, among males 25-44 years of age, 18.1 percent of those who had ever been incarcerated were at risk of HIV compared with Table 4 shows risk separately for males and females. Males generally reported higher levels of risk but the same patterns of differences are 9.5 percent of those who had not been NSFG provides a good opportunity to illustrate the strong association between sex and drug-related risk behaviors. Table B contains the percentage reporting sexual risk behaviors among those who reported drug injection or crack cocaine use in the past year, and generally shows considerably higher sexual risk behaviors among drug users compared with others. HIV risk from sexual behavior (''any sex risk''), for example, was reported by 31.3 percent of crack users and injectors compared with 8.5 percent of others. In the case of Table B , some cell sizes are quite small so that some apparent large differences are not statistically significant.
HIV testing by HIV risk
The NSFG can provide information about the HIV testing experience of persons at increased behavioral risk for acquiring HIV. HIV prevention strategies emphasize testing to identify infected persons and ensure access to appropriate medical care, treatment, and prevention services (28). It has been estimated that 1.0-1.2 million HIVinfected persons are living in the United States (40). As many as one in four of these may be unaware of their infection status (28). In addition, many HIVinfected persons become aware of their status late in their infection (3, 40) . Information about the number and characteristics of at-risk persons who have never been tested is therefore important for prevention programs.
NSFG data indicate that overall about one-half of persons 15-44 years of age reported that they had never been tested for HIV outside of blood donation (Table 6 ). Females were less likely than males to report having never been tested: 45.1 percent of females compared with 53.4 percent of males. This reflects the recommendation that all women be tested during pregnancy and the fact that one-third of HIV tests among women are obtained for reasons of pregnancy (29). In general, persons at increased risk for HIV through specific drug or sex behaviors were less likely to report having never been tested. For example, 33.6 percent of those who reported sex or drug risk behavior or who had been treated for an STD in the past year reported that they had never had an HIV test outside of blood donation compared with 51.2 percent of others. As indicated in Table C , the 33.6 percent never tested in the high-risk group is equivalent to 4.8 million people who were at risk of HIV and had never been tested.
HIV risk and condom use
Promotion of condom use by persons at risk of acquiring or transmitting HIV or other sexually transmitted diseases to their sexual partners has been an important part of HIV prevention strategies (41). As shown in Table 7 , 27.7 percent of persons 15-44 years of age reported using condoms the last time they engaged in vaginal or (for males) oral or anal sex. The NSFG data indicate that measures of sex risk and overall risk were strongly associated with condom use but measures of drug risk behavior were not. Among persons who reported any drug risk behavior as defined here, 23.4 percent reported using condoms during last sexual encounter compared with 27.7 percent of others, a difference that was not statistically significant. In contrast, 43.2 percent of persons with any sexual risk behavior reported condom use at last sex compared with 25.6 percent for others, a large and significant difference.
Comparisons with other surveys: Reported drug use
The components of drug risk included here-past year illegal injection and crack cocaine use-can be compared for the age group 15-44 with data from the 2002 National Survey on Drug Use and Health (NSDUH). Generally, the NSFG and NSDUH both report that overall reported use of crack is more common than injection, and that males are more likely to use crack than females (Table 8 ). The percentage reporting drug injection in the past year is low for both surveys, 0.4 percent in the NSFG and 0.2 percent in the NSDUH, and the difference between surveys is statistically significant. However, the questions used are different (see ''Technical Notes''), and for NSDUH, illegal drug injection is limited to ''cocaine, heroin, or stimulants,'' whereas the NSFG asks about any ''nonprescription'' drug injection, so the percentage reported might be expected to be somewhat higher. Both surveys indicate higher injection and crack use among males, but neither survey found statistically significant differences in the measures of drug use by Hispanic origin or race.
Comparisons with other surveys: Risk from sexual behaviors
Comparisons with data from the combined 2000-02 General Social Survey (GSS) indicate similar patterns for the percentage reporting two or more heterosexual sex partners in the past year. Table 9 shows that in both surveys, a higher percentage of males than females were at risk. The percentage reporting two or more partners was significantly higher in the GSS (19.3 percent) than in the NSFG (16.6 percent). The percentage reporting five or more partners-3.6 percent in the NSFG and 3.1 percent in the GSSwas not significantly different in the two surveys. A greater percentage of females 18-44 years of age in the NSFG (2.4 percent) reported five or more partners in the past year than in the GSS (0.7 percent). Among males in the NSFG, 2.8 percent reported sex with a man in the past year compared with 4.5 percent in the GSS, a relatively large difference that was not statistically significant, probably related to the smaller sample size in the GSS.
Comparisons with other surveys: Recent STD treatment
The percentage reporting recent treatment for STDs can be compared with an estimate from the NHIS, which asked about treatment in the previous 5 years, not the past year as in NSFG. A small percentage reported treatment in both surveys. Despite using a 1-year time frame, the percentage is slightly higher in the NSFG-3.0 percent overall compared with 2.2 percent for NHIS for the last 5 years ( Table 10 ). Given that NSFG asked about a shorter time interval and used ACASI data collection methods compared with the face-to-face interview conducted in NHIS, suggests that recent STD treatment may be more completely reported in the NSFG. NHIS found higher reporting of STD treatment among females compared with males, but in the NSFG, the percentages of males and females reporting STD treatment were similar.
Summary risk measures for four surveys
Measures that indicate some degree of increased risk for HIV infection are computed by a number of health surveys. These indicators of risk are of value for data analysis, in particular in examining behaviors related to prevention, such as HIV testing and condom use, but these measures vary widely from survey to survey in how they are measured and constructed. Because of these differences in the ways that the questions were asked, the estimates of the level of HIV risk from these four surveys are not strictly comparable, but there is some benefit in assessing the overall level of risk implied by the differing methodologies.
For two surveys, the NSFG and GSS, the measures of risk are based on individual questions on self-administered questionnaires, asking about recent drug and sex-related behavior. These are direct measures of risk. Two general health surveys, the NHIS and the BRFSS, do not ask about specific risk behaviors, but present respondents with a list of behaviors and ask if any apply to the respondent without asking the respondent to state which one. These may be considered an indirect measure of risk. The direct measure from the NSFG results in an overall estimate of 10.2 percent of 18-44 year olds at risk; using the direct measure in the GSS, 7.2 percent were classified as being at increased risk (Table D) . The surveys provide similar estimates of risk among males (11.9 and 12.7 percent) but differing levels among females (8.5 percent from the NSFG and 2.3 percent from the GSS).
The two indirect measures from the NHIS and BRFSS yield remarkably similar overall levels of increased risk, 4.9 and 5.1 percent, despite the fact that they are based on different lists of risk behaviors and time periods (Table D) . The four surveys suggest that using varying methods of defining risk results in a range of estimates of between 5-10 percent of persons 18-44 years of age in the United States being at increased risk for HIV.
Discussion
Using the methods described here, in 2002, an estimated 11.9 percent of persons aged 15-44 in the United States could be considered to be at some increased behavioral risk for acquiring or transmitting HIV infection, representing 14.4 million persons. The levels of risk estimated from the NSFG were of a similar order of magnitude but tended to be somewhat higher than the results of other national surveys, which using various methods estimated 5-7 percent at behavioral risk. Many of the component risk behaviors are highly sensitive and subject to underreporting in surveys. The ACASI methods employed by the NSFG have been found to be associated with higher (and presumably more complete) reporting of sensitive behaviors than other modes of interviewing (31, 32) .
Although these NSFG estimates of HIV risk behaviors appear to be of good quality, they also may be affected by some degree of underreporting. For example, survey estimates of selfreported illegal drug injection are usually understood to be underestimates of the actual numbers injecting and methods using other data have been developed to adjust them (42,43). One such adjusted estimate of the total number of persons in the United States who have injected drugs in the past year is 1.4 million (43), which can be compared with the NSFG estimate of 329,000-657,000 past year injectors for the limited age range of 15-44.
Similarly, behaviors such as male-to-male sex in the last year also may be underreported to some degree. The NSFG estimate of 2.7 percent is similar to other large surveys that have generally found about 2-3 percent of men reporting this behavior in the last year (5, 7, 8, (45) (46) (47) . One review of data has suggested that the percentage might be about 4-6 percent-two times this level (47).
In addition to possible underreporting of sensitive behaviors, the NSFG results are subject to other limitations of a survey of the household population of the United States: most military personnel, the homeless, and persons who are incarcerated or otherwise institutionalized are excluded from the sample. It is possible that those populations have disproportionate percentages at increased risk for HIV. Nonresponse error also could affect the results, but the NSFG makes use of weighting factors to compensate for nonresponse and unequal selection probabilities. The method of defining HIV risk used here is only one possible method for using the NSFG data, and other researchers could choose different approaches. The method presented in this report is based on route-of transmission categories in CDC's HIV/AIDS reporting system (HARS), which emphasizes exposure to certain types of sex partners rather than types of sexual activity. The sexual information collected by the NSFG in the ACASI section are more detailed than those collected on other general population health surveys, but are limited in the ability to study sexual behavior in detail. The NSFG collects numbers of opposite-sex partners in the last year with whom respondents had vaginal, oral, or anal sex, but it is not possible, for example, to determine the number of partners with whom they had anal sex in the past year. The definitions used here are supported by previous epidemiologic studies, and the approach has been used in other analytic studies. Increased risk for HIV, as defined here, is strongly associated with HIV preventive behavior (HIV testing, condom use), as well as other factors known to be associated with HIV infection, including race and ethnicity, sex, and socioeconomic variables. The focus of this report is limited to sexual and drug use behaviors that are closely linked to HIV transmission. Other reports based on Cycle 6 of the NSFG present results on a wider range of sexual behaviors (48), as well as other descriptive statistics related to the individual risk behaviors analyzed here (49,50).
The NSFG data reported here illustrate the value of collecting survey data on HIV risk together with data on HIV preventive behaviors such as HIV testing and condom use. HIV prevention strategies emphasize HIV testing because studies have shown that many infected persons are unaware of their infection status, or have become aware late in the infection (40, 51,52). The Cycle 6 NSFG data indicate that one-third of persons who reported increased risk for HIV also report that they have never been tested for HIV, which is equivalent to about 4.8 million persons. Similarly, the survey data indicate that persons at increased risk were more likely to use condoms (particularly those at risk through sexual behavior), but that most at-risk persons (60.4 percent) did not use condoms during their most recent sexual encounter.
The importance of survey research assessments to the success of HIV prevention efforts has been recognized (3). Additional work is ongoing to evaluate and improve measurement techniques, to collect data needed to evaluate programs, and to identify those population groups most at risk. Nationally representative, populationbased surveys such as NSFG can play an essential role, in combination with local surveys and surveys of high-risk populations, in measuring the overall effectiveness of HIV prevention strategies. NOTES: National Survey of Family Growth is NSFG (n = 12,571). National Survey of Drug Use and Health is NSDUH ( n= 32,247). 
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Technical Notes
Computing confidence intervals from standard errors
The tables contain estimates of percentages and the standard error of these percentages. Percentages presented here are ratio estimates and the actual confidence intervals for these estimates will tend to be slightly asymmetrical, particularly for percentages near 0 or 100 (53).
To compute the confidence intervals, follow the steps listed below (54):
1. Convert the percentage to a proportion (''p'') by dividing by 100 and convert its standard error to the standard error of the proportion (''se'') by dividing it by 100.
2. Compute the logit transformation of p, referred to as f(p):
3. Compute the standard error of the logit estimate:
4. The lower and upper confidence limits of the logit estimate (''Lf'' and ''Uf'') are given by:
where t a/2 is value from the t distribution for a given level of alpha and degrees of freedom, for example, 1.96 for 2-tailed test with alpha=.05 and a large sample.
5. The next step is to convert the limits of the confidence interval of the logit to an interval for the proportion (''Lp'' and ''Up'').
6. Finally, multiplying these values by 100 will convert the upper and lower limits to percentages. The percentage of male respondents who reported five or more sex partners in the past year can be used as an example; this percentage for males is 4.6 and the standard error is 0.387, as shown in 6. Finally, multiplying these values by 100 will convert the upper and lower limits to percentages, 3.9 and 5.4 percent. In this example, the estimated 95 percent confidence interval around the point estimate of 4.6 percent would be 3.9-5.4 percent. Generally, confidence intervals will be more asymmetrical for values below 10 percent and above 90 percent. In cases where the lower bound of the confidence interval is negative, or the upper bound would exceed 1.0, the logit transformation is suggested.
Sample design and fieldwork procedures
Cycle 6 of the National Survey of Family Growth, or NSFG, was based on 12,571 interviews with men and women 15-44 years of age in the household population of the United States. The interviews were administered in person by trained female interviewers in the selected persons' homes. The Cycle 6 sample is a nationally representative multistage area probability sample drawn from 121 areas across the country. The sample is designed to produce national, not state, estimates.
Persons were selected for the NSFG in five major steps: + Large areas (counties and cities) were chosen first. + Within each large area or ''primary sampling unit,'' groups of adjacent blocks, called segments, were chosen at random. + Within segments, addresses were listed and some addresses were selected at random. + The selected addresses were visited in person, and a short ''screener'' interview was conducted to see if anyone 15-44 years of age lived there. + If so, one person was chosen at random for the interview and was offered a chance to participate.
To protect the respondent's privacy, only one person was interviewed in each selected household. In Cycle 6, teenagers and black and Hispanic adults were sampled at higher rates than others.
The NSFG questionnaires and materials were reviewed and approved by the NCHS/CDC Research Ethics Review Board (formerly known as an Institutional Review Board or IRB), and by a similar board at the University of Michigan. The female questionnaire lasted an average of about 85 minutes, and the male questionnaire lasted an average of 60 minutes. All respondents were given written and oral information about the survey and were informed that participation was voluntary. Adult respondents 18-44 years of age were asked to sign a consent form but were not required to do so. For minors 15-17 years of age, signed consent was required first from a parent or guardian, and then signed assent was required from the minor. The response rate for the survey was 79 percent-about 80 percent for women and 78 percent for men.
Over 200 female interviewers were hired and trained by the survey contractor, the University of Michigan's Institute for Social Research, under the supervision of NCHS. Interviewing occurred from March 2002 through February 2003. The demographic characteristics in this report were collected by computer-assisted personal interviewing, or CAPI. The questionnaires were programmed into laptop computers and administered by an interviewer. The measures of sexual behaviors and drug use, however, were collected by Audio Computer-Assisted Self-Interviewing, or ACASI, in which the person being interviewed reads the question and response categories on a computer screen (or hears them through headphones) and then enters his or her response directly into a computer. ACASI provides greater privacy for the respondent.
Respondents in the Cycle 6 survey were offered $40 as a ''token of appreciation'' for their participation. More detailed information about the methods and procedures of the study have been published in a separate report (30) .
In this report, each percentage estimate is shown with its standard error and an estimate of the number of persons in the population in this category.
Readers should pay close attention to the relative size of the standard error for small groups, for example, separate race and ethnic categories shown for metropolitan status residential categories.
The measures of risk behaviors in this report are based on a reference period of the 12 months before interview, specified in the actual wording of the questions, for example, for male respondents interviewed in 
Definitions of terms
ACASI-Audio
Computer-Assisted Self-Interviewing. A data collection method in which the respondent reads the question and response categories on a computer screen (or hears them through headphones) and then enters his/her response directly into a computer, providing greater privacy for the respondent. Because ACASI presents the appropriate questions to the respondent, it also reduces the amount of missing data compared with paper and pencil self-administered questionnaires. Most of the data on sexual behavior in this report were collected using ACASI.
Age (recode=AGER)-In this report, ''age'' is classified based on the respondent's age as of the date of the interview as reported in CAPI. Sampled persons were eligible for the Cycle 6 NSFG if they were 15-44 years of age at the time of the household screener, and with the exception of a few respondents who may have turned 45 by the time of interview, all were still 15-44 at interview. Education: highest grade or degree (recode=HIEDUC)-This is based on a series of questions that measure the highest degree received as well as the highest grade or year of school completed. The categories of HIEDUC were defined as follows:
+ No high school diploma or general equivalency diploma (GED): The person interviewed has not received a high school degree, GED, or college diploma. + High school diploma or GED: The highest degree obtained is a high school diploma or GED, and his or her highest completed grade of school is 12 or lower. + Some college, no bachelor's degree:
The highest degree the man or woman obtained is a high school diploma or GED, but the highest grade of school completed is higher than 12, or the highest degree is an associate's degree. + Bachelor's degree or higher: The person reported having a college or university degree at the bachelor's level or higher, regardless of highest grade completed.
The tables in this report show data by education only for those 22-44 years of age, because large percentages of those 15-21 years of age are still attending school. Using the full age range of 15-44 would understate the eventual educational attainment of those 15-21 years of age.
Ever been in jail, prison, or juvenile detention center-In ACASI, male respondents were asked:
''Have you ever spent time in a jail, prison, or juvenile detention center? '' In this report, statistics are shown for males 25-44 years of age because the most common age at incarceration is in the 20s; using the 15-44 age range would mean that the ''never been in jail or prison'' category would contain proportionately more teenage respondents. This question on jail or prison time was not asked of female respondents in the NSFG because incarceration rates for women are lower than they are for men, and the NSFG is not large enough to produce reliable estimates of women who have been incarcerated.
Hispanic Office of Management and Budget (OMB) guidelines on the classification of race require statistical reports to separate those who reported only one race from the small proportion of the population who reported more than one race. Large data sets such as the U.S. Census, the National Vital Statistics System, and some very large surveys can produce reliable statistics on these respondents who report more than one race. Unfortunately, the NSFG's sample size of 12,571 respondents cannot produce reliable statistics for very small Question wording on HIV risk and related variables, Cycle 6 NSFG and four surveys used for comparison
Items from Cycle 6 NSFG:
Number of partners in the past 12 months-For both males and females, this measure was based on the ACASI questions that asked about numbers of opposite-sex partners with whom the respondent had any sexual contact, not limited to vaginal intercourse. The questions below followed a series of questions asking about types of sexual activity.
For females, number of partners in the last 12 months comes from the ACASI (self-administered) file variable PARTS12M_1, which was based on question JF-2: The term sexually transmitted infection (STI) is preferred to STD by some, because infections may be asymptomatic, and therefore not ''disease.'' Others use the terms STD and STI interchangeably. The term STD has been used here to be consistent with the question wording, which specifically uses the term ''disease'' and refers to interaction with a health care provider to receive treatment or medication.
Any illicit drug injection in past 12
months-This variable is based on the item INJECT12-question KC-6 on the male questionnaire and question JC-9 on the female questionnaire: 
